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1 INTRODUCTION
The 2004-05 E%Emﬂ?m&ﬂggg E?ﬁig
Eaiﬁnﬂg&gmﬁgigsgnﬂgﬁa

.GENRKEE_FH January 2005.

The UHSBS was implemented by the Ministry of Health. ORC Macro provided financial and sechmical
assistance for the survey through the USAID-finded MEASURE DHS progranwme. Finaocial aad
technical assistance was aiso provided by the U.S. Centers for Discase Control and Preveation (CDC).
Financial support was provided by the Government of Uganda, the U.S. Agency for International
Development (USAID), the President’s Emergency Fond for AIDS Relief, and the Government of Japsn
through the Japan International Cooperation Agency (JICA). Additional support was provided by the

Uganda Burean of Statistics, the World Health Organization, the AIDS Integrated Model (AIM) project,
UNAIDS, Makerere University, the Uganda AIDS Comunission, and the Uganda Global Fumd for AIDS,
TB, and Malaria project.

The survey Eﬁgggguﬂgagégﬁéﬁ

Egigﬂﬁogsﬁogﬁsii%ﬁgﬁsg

E%E% involved in HIV/AIDS programmes with stramtegic information
needed to cffectively plan, implement and evaluate foture interventions, including resource sobilisation

and allocation.

The information is also intended to assist policymakers and progranmne implementers to monitor amd

evaluate existing programuncs and to design new strategies for combating the HIV/AIDS epidemic in

Uganda. The survey data will in addition be used to make population projections and to calcolste

indicators developed by the UN General Assembly Special Session (UNGASS), USAID, the President’s

Emergency Fund, the UNAIDS Programime, the World Health Organisstion (WHO), the Uganda Health

Sector Strategic Plan, and the HIV/AIDS National Response.

« to obtain accurate estimates of the magnitude and variation in HIV prevalence in Ugmnda.

+ t0 obtain accurate information on behavioral and care indicators related to HIV/AIDS aad other
" ttod ik

« (0 obtain accurate informetion on HIV/AIDS programme indicators.

+ 0 provide information on HIV prevalence to calibrate and improve the sentined surveillance system.

¢ to detormine the magnitade and distribution of syphilis snd hexpes simplex 2 mfection.

s to assess the magnitnde and distribution of hepatitis B infection.

« to determine the feasibility of conducting a sero-bebavioural survey with an HIV home-based VCT
component.

This preliminary report presents the resuks of selected key indicators of the 2004-05 UHSBS, including

preliminary estimates of HIV prevalence among adults. A comprehensive report of the findings of the

survey will be published later in the year and will include results from the remaining biological tests.

While considered provisional, the results presented here are not expected to differ significantly from those

t0 be presented in the detailed report.



2 SURVEY IMPLEMENTATION

2.1  Sample Design

The sample for the 2004-05 UHSBS covered the population residing in households in the country. A
representative probability sample of 10,425 houscholds was selected for the UHSBS sample; an
additional 12 households were found during field work for a total of 10,437. The sample was constructed
to allow for separate estimates for key indicators for each of nine regions created for the survey,
consisting of groupings of the 56 districts in Uganda. The regions were set as follows:

1 Central: Kalangala, Kiboga, Luwero, Masaka, Mpigi, Mubende, Nakasongola, Raksi, Sembabule, and
Wakiso

2 Kampala

3 East Central: Bugiri, [ganga, Jm]a, Kamuli, Kayunga, Mayuge, and Mukono

4 Eastern: Busia, Kapchorwa, Mbale, Pallisa, Sironko, and Tororo

5 Noxtheast: Kaberamaido, Katakwi, Kotido, Kumi, Moroto, Nakapiripirit, and Soroti

6 North Central: Apac, Gulu, Kitgum, Lira, and Pader

7 West Nile: Adjumani, Arua, Moyo, Nebbi, and Yumbe

8 Western: Bundibugyo, Hoima, Kabarole, Kamwenge, Kasese, Kibaale, Kyenjojo, and Masindi

9 Southwest: Bushenyi, Kabale, Kanungu, Kisoro, Mbarara, Ntungamo, and Rukungiri.

The sample was allocated equally across all nine regions, so as to allow a sufficient size in each so as to
produce reliable results. Since the sample was not allocated in proportion to the size of each region, the
UHSBS sample is not self-weighting at the national level. Consequently, weighting factors have been
applied to the data to produce nationally representative resuits.

The survey utilised a two-stage sample design. The first stage involved selecting sample points or clusters
from a list of enumeration areas (EAs) covered in the 2002 Population Census. A total of 417 clusters
comprised of 74 urban and 343 rural points were selected. The second stage of selection involved the
systematic sampling of households from the census list of households in each cluster.

Al women and men aged 15-59 years who were either permanent residents of the households in the
sample or visitors present in the household on the night before the survey were eligible to be interviewed
in the survey. Unlike most studies in which the age category reflects the reproductive age group 1549,
the upper age cutoff in this survey was extended to 59 years so as to include the segment of the population
that remains sexually active up to that age. Al women and men who were interviewed were asked to
voluntarily give a blood sample for testing. In addition, blood samples were drawn from children under
age five after obtaining consent from their parents or caretaker. Children age 5-14 were not enrolled in the
survey because other studies have shown a very low HIV prevalence in this age group.

22  Questionnaires

Two questionnaires were used in the survey, the Household Questionnaire and an Individual
Questionnaire for women and men aged 15-59. The contents of these questionnaires were based on the
mode] AIDS Indicator Survey questionnaires developed by the MEASURE DHS programme.

hcmﬂmmm&amdgovmtagmcwsmdlwﬂmdm&mﬂorgxmsmms the
MOH and DHS modified the model questionnaires to reflect issues in HIV/AIDS relevant to Uganda.
These questionnaires were then translated from English into six local languages—Ateso-Karamajong,
Luganda, Lugbara, Luo, Runyankoie-Rukiga, and Runyoro-Rutoro. The questionnaires were further
refined after the pretest and training of the field staff.
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igible for the individual imterview. The houschold questionnaire also collected information on
ngﬂaﬁéaz_ﬁggﬁggﬂt&.%ﬂgg
materials used for the floor of the house, ownership of various durable goods, and ownership of mosquito
nets. Information was also collected on whether the household had received specific types of care and
support in the preceding 12 months for any chromically ill adults, any houschold members who died, and
agignﬁg?%?ggaisg
respondents’ consent to volunteer to give blood sampies. The HIV testing procedures are described in
detail in the next section.

The Individual Questionnaire was used to collect information from all women and men aged 15-59 years
Background characteristics (education, media exposure, occupation, religion. eic.)
Reproduction
Marriage and sexual activity

o Husband’s background (for women)
» Knowledge and attitudes towards HIV/AIDS
» Knowledge and prevalence of other sexuaily transmitted infections (STls)

ith 1 2 iams. T
E&nutﬁangmﬂggigisgnngﬂnﬂggf
which their native language was spoken. In total, 300 individual interviews were completed in the presest.
The lessons Jearnt from the pretest were used to finalise the survey instruments and logistical
arrangements for the survey

Al women and men aged ?@%gggﬁsgg blood sample

imﬂﬁgﬂﬂaﬂmﬁmﬂgqﬂ%nﬁgw.dﬂgnﬂnﬂg
specimen collection and analysis was developed jointly by all parties to the survey. |t was reviewed and
approved by ORC Macro's institutional Review Board and the Science and Ethics Conmmittee of the
Uganda Virus Research Institute and was also clesred by the Ethics Committee of the Ugands National
Council of Science and Technology and the Centers for Disesse Control and Prevemtion (CDC) i
Atlanta. The protocol aBows for the merging of the test results to the socio-demographic and behavioural
data collected in the individual questionnaires, provided that the informstion that could posestially
udentify an individual is destroyed before the linking is effected. This requires that cluster and household
codes be deleted from the data file and that the back page of the Household Questionnaire that contains
the bar code labels be destroyed prior to merging the test results with the individoal data file. Careful
planning for this step will take some time. Consecuently, for this preliminary report, 2 small file of data
contain the analysis of the fully tinked dataset.

For the purposes of blood sample collection, two lsboratory technicians were included in each of the 18
field teams. The lsboratory techmicians were recruited from Ministry of Health and non-governmental
health facilities. To obtain informed consent for blood sampling, the laboratory sechnician explained the
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procedure, the confidentiality of the data, the fact that respondents could obtain their syphilis results the
following day if they wanted, the fact that those testing positive for syphilis could be treated, and the fact
that the other test results could not be linked or made available to the respondent.

After obtaining consent, the Iaboratory technician drew a venous blood sample in a 4.5 ml EDTA
Vacutainer tube. If respondents refused the venous blood draw, they were given an option to provide a
dried blood spot sample on a fiiter paper card from a finger prick using a single-use, spring-loaded, sterile
lancet. For children under five, consent was sought from the parent or guardian to take a dried blood spot
sample. Blood tubes and filter paper dried blood spot samples were labeled with a bar-coded
identification label which was also pasted on the Household Questionnaire on the line number for that
respondent and on various other laboratory forms.

24  Laboratory Testing

Before starting work in a given area, each team made arrangements to establish a temporary field
laboratory, usually setting up their mobile equipment in a spare room in a laboratory attached to a hospital
or health centre. Each team carmied cold boxes, centrifuges, a generator, a liquid nitrogen tank, and routine
lab supplies such as pipettes, gloves, mbes, etc. In the temporary field laboratory, the laboratory
technicians first made a back-up dried biood spot from the venous blood samples. They then centrifuged
the blood and transferred the plasma to microvials, labeled with the same bar code identification. A small
aliquot was removed and tested for syphilis using the rapid plasma reagin (RPR) card test. Results were
recorded on a pre-printed laboratory results form that was given on the moming of the next day to the
interviewer on the team who was designated to retum the syphilis results to respondents. Packed blood
cells remaining in the EDTA Vacutainer tubes were transferred to microvials labeled with the bar cod for
long-term storage. Microviais containing plasma and packed blood cells were stored in liquid nitrogen
tanks and their locatiorn within the tank recorded on a pre-printed specimen inventory form. All dried
blood spots were air-dried overnight in plastic boxes and stored at ambient temperature in lots of 20
separated by glassine paper in ziplock bags containing desiccants. Specimens were periodically collected
from the field and taken to the Uganda Virus Research Institute {UVRI). Re-charged liquid nitrogen tanks
and re-supplies were also provided to the teams.

Syphilis results were provided to respondents who provided a venous blood sample and who indicated
that they would like to get their results. At least one of the interviewers on each team was a nurse who
was designated to provide the results at the respondent’s home the following day. Respondents testing
positive for syphilis were treated with a single injection of benzathine peniciliin. Anyone who indicated
being allergic to penicillin was treated with erythromycin tablets in line with national treatment
guidelines.

Specimens received at UVRI were checked against the specimen shipping forms and were then registered
electronically using a bar-code reader. Each specimen was assigned a unique laboratory number during
the registration process and laboratory testing and storage in the repository were carried out against that
number. Specimens were subjected to the following tests:

HIV: Plasma specimens from the venous blood draw were tested with a two HIV EIA parallel testing
algorithm—Murex 1.2.0 (Abbott) and Vironostica Uniform II Plus O (Biomerieux)—in accordance with
WHO guidelines, with repeat testing for specimens with ‘grey zone’ or discordant results on the two
assays; Western blot was carried out to resolve specimens with repeatedly discordant results using WHO
interpretative criteria. For quality control, all positive specimens and 5 percent of negative specimens
were re-tested using the same testing algorithm; specimens with discordant results were resolved by
repeating the testing algorithm.

4 | Survey implementation



tested for HIV by cluting serum from 6 mm discs ponched from the blood spots. They were tessed with a
two HIV EIA paralle]l testing algorithm—Murex 1.2.0 (Abbott) and Vironostika Uniform fI Plus O
(Biomerieux). Specimens from adults with unambiguously positive or negative results on both assays
were reported without further testing, while all others were tested by Western blot using WHO
interpretative criteria. Specimens from children less than 18 months of age with a positive or ambiguous
result will be further tested for HIV DNA using a polymerase chain reaction (PCR) test (Roche HIV DNA
1.5 kit).

Syphilis: All plasma specimens, regardless of the field result, were screened with the RPR est &t a
dilution of 1:8; reactive specimens were titrated at doubting dijutions and reported as positive afier review
by a second reader. In addition, all spectmens positive on RPR and 10 percent of negative speciment were
tested with the (TPHA) test For quahity control, all positive specimens and 5 percent of negative
specimens were tested using this algorithm. Specimens with discordant results were resolved by repeat
testing on the same assays or were reported as indeterminate.

Herpes simplex-2: Testing for herpes has not yet started; however, specimens will be tested on an HSV-2
Ela (Katon Biological HSV Type 2 IgG indirect ELISA). Specimens with results in the defined “grey
zone’ will be tested again and since there is no reliable confirmatory assay, those that remain “grey zone’
will be reported as ‘indeterminate’. For quality control, a proportion of the positive specimens and 10
percent of negative specimens will be re-tested, and specimens with discordant results will be reported as
indeterminate.

Hepatitis B: Testing on Hepatitis B has not yet been performed, however plans call for screeming
specimens with HBsAg and anti-HBc ElAs; persons negative on both assays have not been exposed to
HBYV; persons positive on both assays are acutely or chronically infected with HBV while those negative
for HBsAg and positive for anti-HBc would require further testing using anti-HBs to resolve their status.

25  Voucher System for Voluntary Counseling and Testing

Respondents who agreed to provide & venous blood sample were offered the opportumity w0 get the results
of the syphilis test that was performed in the field laboratory. However, respondents were aot offcred the
results of any of the other wests, including HIV.

In order to assist respondents who wanied 10 know their HIV status, swrvey respondents were gives a
voucher for a free voluntary counseling and testmg (VCY) visit, as well as an edocations] pamphiet that
summarised available services and benefits of testing. The vouchers could either be used at 5 nearby
health facility or at an outreach point established by the UHSBS project. As part of the VCT voucher
system, UHSBS project staff identified and visited bealth facilities that were located close to each of the
sample points selected for the survey. if these facilities did not already offer VCT sexvices, provision was
made to provide it during the survey period. Facilities were also provided with rapid HIV test kits snd
other supplies and forms needed to provide VCT services. A VCT supervisor was appoinsed in cach
district and, within each of the identified facilities, two counselors and a laboratory person were enrolled
to assist with the survey. These ieams were responsible for making VCT services available at the facilities
‘and, in cases i which the selected sample spot was located far from the facility, for providing outreach
VCT services in locations close to the spot. At the end of the data collection phase, UHSBS staff
compiled data from all the facilities oo the pumber of vouchers that were utilised.

26 Training

The training of field staff for the UHSBS waz held from 21 July-6 August 2004. A total of 140
candidates for supervisors and interviewers was trained at the Hotel Africans in Kampala, while 46

Sarvey mplementation | 5



laboratory technicians were trained at Tal Cottages in Kampala. Trainers wete senior staff from the
UHSBS project, assisted by staff from the Uganda Bureau of Statistics, UVRI, Ministry of Health,
Makerere University, and ORC Macro.

Because of their large number, trainees for team supervisors and interviewers were divided into three
groups. each with two assigned trainers. Training consisted of an overview of the survey and its
objectives, techniques of interviewimg, field procedures, a detailed description of all sections of the
household and individual questionnaires, mock interviews between pairs of trainees, and three tests.
During the second week, trainees were divided into language groups to review the questionnaires in their
local languages. That week was also taken up with three days of practice in three sites close to Kampala,
interspersed with discussions of the experience. A few days before the end of training, project staff
identified individuals to be appointed as regional and team supervisors; they were provided a half-day of
special training.

The lab technicians were trained on blood draw procedures (for both venous and capiliary blood),
specimen processing in the field lab, storage and transport of specimens, syphilis testing, lab safety
procedures, labeling of samples and consent administration. They visited the acute care division of
Mulago Hospital for further practice on infants and children. The laboratory technicians joined the
interviewer and supervisor trainees for two days of field practice during the last few days of training. In
addition, the nwrse-interviewers were trained on how to administer syphilis treatment.

An average of two training sessions were held in each of the nine designated regions for the counselors
and lab persons on the VCT teams. Training consisted of a general introduction to the survey,
understanding the survey protocols, and how to use rapid HIV kits.

2.7 Community Mebilisation and Fieldwork

Prior to the start of fieldwork, UHSBS staff arranged for numerous activities designed 10 promote
awareness of the survey and encourage participation. Posters and brochures were printed and distributed
to local officials in the areas that fell within the sample. TV and radio spots and talk shows were
conducted to raise awareness of the general public to the survey. Teams from the survey office visited
local officials immediately before the commencement of the survey to alert them to the survey. Advocacy
and mobilization activities continued throughout the survey period to ensure smooth and successful
implementation. The purpose of the survey, its design, implementation, utilization of survey data and the
need for community participation were discussed as well as issues of confidentiality and reasons for
anonymity of HIV testing. Finally, when the survey was launched, UHSBS staff arranged for a press
briefing and ‘flagging off" of the tcams by the Minister of Health and other senior MOH officials. The
ceremony was covered by the news media, which also helped to advocate for the survey.

Eighteen teams carried out data collection for the survey. Each team consisted of one supervisor, two
female interviewers, two male interviewers, two laboratory technicians and one driver. UHSBS staff
coordinated and supervised fieldwork activities, assisted by occasicnal visits by staff from ORC Macro.
Data collection took place over a five-month period, from 13 August 2004 to the end of January 2005.
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28 Data Processing

The processing of the UHSBS questionnaires began shortly after the fieldwork commenced. Complesed
questionnaires were returned periodically from the field to the UHSBS project office in Kampala, where
they were entered and edited by data processing personnel specially trained for this task. Data were
entered using Macro’s CSPro computer progamme. All data were emtered twice (100 percemt
verification). The concumrent processing of the data was a distinct advantage for data quality, since
UHSBS staff were able to advise field teams of emrors detected during data entry. The data entry and
editing phase of the survey was completed in early March 2005.

Laboratory testing at UVRI also began shortly after the data collection. Priority was given o the HIV
testing, which is covered in this report. Testing of syphilis, herpes and hepatitis, as well as PCR testing
for children under 18 months of age is not yet completed and will be covered in the more detailed fimal
report.

Survey implessrtation | 7



3 RESULTS FROM THE SURVEY INTERVIEWS
3.1 Response Rates

Table 1 shows response rates for the Table?

UHSBS. A total of 10,437 households Results of household and individual interviews, Uganda 2004-2005

were sclected in the sample, of which o, o mm“m rotal
9,842 were found to be occupied at the  Household interviews

time of the fieldwork. The shortfall is Housdﬁdsselec::d 1,853 8,584  104%
structures were Households occupi 1,742 8100 9,842
largely due to that we Households interviewed 1,666 7,863 9,529
vacant or destroyed. Of existing
houscholds, 9,529 were interviewed, Household response rate 95.6 97.1 96.8
yielding a household response rate of 97 Interviews with 1549
percent. Number of eligible women 2,025 8580 10,605
Number of eligible women interviewed 1,827 8,146 9,973
In the households interviewed in the
ey, a I of 10,605 eli gible women Eligible woman response rate 90.2 24.9 940
aged 1549 were identified, of whom  |nterviews with men 15.49
9,973 were interviewed, vyielding a  Number of eligible men 1,761 7,262 9,023
response rate of 94 percent. With :egard Number of eligible men interviewed 1,387 6,622 8,009

to the male survey results, 9,023 eligible
aged 1549 were identified, of
whom 8,009 were successfully interviewed, yielding a response rate of 89 percent. The response rate for
both sexes combined is 92 percent. Response rates are lower in urban than rural areas, especially for men.

Eligible man response rate 78.8 912 88.8

The principal reason for non-response among both eligible men and women was the failure to find
individuals at home despite repeated visits to the household. The lower response rate for men reflects the
more frequent and longer absence of men from the households.

3.2  Characteristics of Respondents

Although women and men aged 15-59 were interviewed individually in the survey, the tables in this
report focus on age group 1549, with only occasional reference to 15-59. The reason for this is that
virtoally all the HIV indicators agreed upon by Ugandan and international organisations are based on age
group 15-49. Another reason is that previous datasets only included respondents in this age group.

The distribution of women and men aged 15-49 years by background characteristics is shown in Table 2.
The proportions of both women and men decline with increasing age reflecting the comparatively young
age structure of the Ugandan population. Sixty-four percent of women are married or living in an
informal union with a man, compared to only 53 percent of men. Because men marry later in life than
women, over one-thind of the surveyed men (39 percent) have never married, compared to only one-fifth
(22 percent) of the women. On the other hand, women are four times as likely as men to be widowed
(under 6 percent versus just over 1 percent) and more likely to be divorced or separated (8 versus 7
percent).

8 | Results from the Survey intesview



Table 2
mmdwqim“m

Women Men
Characteristic percent number mumber POt rwarnber samber
15-19 no 2,106 2,176 258 2,070 1082
2024 194 1,933 1,945 158 1262 1,261
25-29 12.7 1,764 1,809 15.2 1,220 1.228
30-34 14.7 1457 1,469 150 1,200 1,298
3539 109 1,085 1,074 1.4 % "7
40-44 8.7 870 B4 98 788 00
45-49 65 47 636 69 554 552
Marikal sintes’
Never mavied 223 2,220 2,238 3% 3
Masried/iving together 64.0 6358 €406 529 7 4,300
Widowed 58 - sat 565 13 100 927
Divorcedheparaied 79 ™m 764 66 532 L
Resldence
Urben 152 1,508 1.827 15.0 1,200 1.7
Rural 848 8433 8,146 850 6,008 a62
Region
Certral 16.7 1,656 942 bl 8] 1A5% 44
Kamgpala 67 668 1,099 68 547 M
East Contral 15.6 1,555 1,169 143 1,Y46 o7
Eastem 86 857 15 96 7o =2
Northeast 8.3 029 1,246 75 10 93
North Central 5.8 970 1,034 929 s %
West Nile 96 958 1,451 9.2 735 1.348
Western 115 1,140 1,058 118 5 06
Southwest 13.2 1309 1,059 126 1012 L -
Educolion
No education 2.7 2255 2,854 83 68 ni
Prinary incormpleie 46.2 4,5% 4,490 4.5 i 3632
Primary complete 12 1,115 1002 "1 110 1,347
Secondary + 19.9 1,975 1,947 310 2486 2517
Religlen .
Cathalic 419 4,161 4,334 M 3359 3,505
Anglican/Protesiant M 33 .35 w7 9% b1 -]
Seversh Day Adventiat 12 17 0 11 s S |
Peaiecostal 6.0 600 585 39 315 n3
Other Clwiston 13 130 142 15 12 127
Moslem 13.9 1382 1.406 132 1055 1048
Onher, baditioval, none 1.7 164 170 13 114 2
Progaemcy siales
Pregnant 1ns 1,147 1.761 090 0 0
Not pragnant a1 8,660 a6 oo 0 0
Uniuare 13 1 130 0.0 0 0
Toul 1000 290 973 1000 8010 8,009

Note: For a dexcription of the weighting proceduses, see section 2.1.

'mmwrﬁmmmmwm-dmhﬁmmwﬂlnh
siightly ovesestimated o extent that respondents are cumrently divorced previously widowed considewed
wictowed instedd of divoroed.
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The vast majority (85 percent) of the women and men live in rural areas. Central and East Central regions
are the most heavily popuiated, accounting for roughly one-third of the respondents. Most of the
respondents (over three-quarters) have had at least some formal education, with 23 percent of women and
8 percent of men aged 15-49 having never attended school. However, 46 percent of both women and men
have only attended some primary school, without completing it. Women are considerably disadvantaged
in education compared to men. For example, 45 percent of men have completed primary or more,
compared to only 31 percent of women. Just over four in 10 respondents are Catholic, while just over
one-third are Protestant and 13-14 percent are Muslim. Twelve percent of women were pregnant at the
time of the survey.

3.3 = Male Circumcision

Circamcision is practiced in many socictics in . Table:
Uganda. Table 3 shows that one-quarter of Ugandan M
men age 15-49 are circumcised.

men

There is aimost no difference in circumcision by age _Age . - - i
group, implying that there has been little change in 1> 52;20
the prevalence of the practice over time. The slightly a5 T qne
lower prevalence among age 15-19 could be " 3034 26 T 1200
due to a decline in the practice, but it might also be - 35-39 WO 916
due to the fact that some of the youngest men have m ;:: i ;: .
Male circumcision is more common among urban ~ Urban ©360 1,200
than rural men. It is also much more common among ~ *¥ 129 | 6809
men in EBastern region (55 percent), as well as in Region
Kampala (38 percent), and East Central region (35  Central S 23 1451
percent). Less than 10 percent of men in North  Xempaa R £ 547
Central, Northeast and Southwest regions are 2 Cena! AR g d e
circumcised. Northeast an 610
Male circumcision is higher among Muslim men, 97  WestNile - ... .29 73§
percent of whom have been circumcised. Prevalence m LR 23-: SR 1:‘1‘2 "
is lowest among Catholic men (10 percent). R '
34 Knowledge of HIV/AIDS Catholic g ______53359

Transmission Sgicanfprotesant et

Pentecostal S | -

The 2004-05 UHSBS included a series of questions  Other Christian L
that inquired about respondents’ knowledge of AIDS - Mosem ‘-ﬂgj;:
and awareness of modes of transmission of HIV.In = =~ &
addition, respondents were asked if they knew of  Total 1549 : Spa.8 T s010
behaviours that can prevent the spread of HIV, Total 1559 =~ " 249 8830

otal indudes peh’em
Table4showsthntgena~alammsofAﬂ)Sis x;mm.@’;mmuf with too few

nearly universal among women and men in the
reproductive ages. Ninety-nine percent of women and men aged 1549 have heard of AIDS, almost
identical to the figures from the 2000-01 UDHS.
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Knowledge of HIV prevention methods is also

widespread. Nine in 10 adults (88 percent of
women and 90 percent of men) know that

Table 4
Knowiedge of HIV and its trasemission, Ugsndia 2004-85

having only one uninfected, faithful partner can

Peroentage of respondents age 15-49 who: Women

Mes

reduce the chances of getting AIDS. Two-thirds
of women and thwee-quarters of men say that
using condoms every time they have sex can
reduce the chance of getting AIDS. Knowledge
of both these means of avoiding HIV
transmission is also high, with 63 percent of
womes: and 72 percent of men citing both being
faithful and using condoms as ways of reducing
the risk of getting HIV. As expected, the
proportions of both women and men who know

Have heard of AIDS
an reduce chance of geting AIDS

Say using condoms every tme can meduce
chanoe of gesting AIDS

Know about having one faithiul partner and
condom use

Say not having sex at all can seduce chance of
petting AIDS

Number of respondents

629

85.6

590

9.1

86
a.010

that sexual abstinence reduces the chances of

getting the AIDS virus is high—87 percent among women and 85 percent among men. There are only
slight differences by sex, except that men are better informed than women about condom use.

In addition to knowing about effective ways o avoid contracting HIV, it is also useful to be able w
identify incorrect beliefs about AIDS, in order to eliminate misconceptions. Common miscoaceptions
about AIDS include the idea that HIV-infected people always appear ill and the belief that the virus can
be transmitted through mosquito bites or other insect bites, by sharing food with someone who is infected,

or by witchcraft or other supernatural means. Respondents were asked about these four misconceptions.

Data in Table 5 indicate that the vast
majority of Ugandan adults know that
people infected with HIV do aot

Table 5
Rejection of misconceptions about A1DS, Uganda 2004-05

necessarily show signs of infection.
Seventy-four percent of women and 84
percent of men aged 1549 know that a

healthy-looking person can be infected

Pescentage of and aven 15-49 who lnowr: Women

Ahﬂrfhﬁmmhhmw
People cannot get AIDS vivus from mosculin bises

People cannot get AIDS virus by sharing food with

a person who has AIDS

A healthy-looking person can have AIDS and moscquite
bites and sharing food carwor wanamit ARDS

People cannot get AIDS vivus from winchorak or other
supesnatural means

with HIV. Fewer respondents understand
that the AIDS virus cannot be transmitted
by mosquito bites; only 56 percent of
women and 58 percent of men kmow that
AIDS cannot be transmiitied by mosquito
bites. A mach higher proportion—over
three-quarteys—arc  aware that sharing
foodwitIiHIV—infecudpeopleismta 7 Knows being and ©» e

means of transmitting the virus. Lt F‘“?@“‘“"""‘*""‘

Looking at all three beliefs together, 39 percent of women and 46 percent of men have correct knowledge
on all these issues. Respondents were also asked if they thought that people cosld get the AIDS virss
because of witchcraft or other supernatural means. The vase majority of Ugandans reject this idea, with
85 percent of women and 88 percent of men saying that witchcraft is not a mesns of tranemission.

Comprehensive knowledge refers to those who know two means of reducing HIV risk (being faithful o
one uninfected partner and comsistent use of condoms) and who reject the two most commna
misconceptions about transmission (sharing food and mosquito bites) and who imow that a bealthy-
looking person can have HIV. Twenty-cight percent of women and 36 percent of men aged 1549 have
comprehensive knowledge about HIV.
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There has been little change in these indicators since 2000-01. The proportion of respondents who know
that a healthy-looking person can be infected with HIV has declined very slightly, from 77 percent 10 74
percent among women age 1549 and from 88 percent to 84 percent among men 15-49.

35  Attitudes Relating to HIV/AIDS

Stigma and discrimination against people infected with HIV is one of the key challenges in the prevention
and control of the epidemic. People fiving with HEV/AIDS face discrimination and sometimes neglect due
to hostile attitudes. More importantly, stigma leads to secrecy and denial that hinders people from seeking
counseling and testing for HIV, which is one of the crucial first steps in fighting the epidemic.

In the UHSBS, respondents who had heard of AIDS were asked several questions related to their attitudes
towards those infected by HIV/AIDS. They were asked about their willingness to care for a sick relative
with AIDS in their own housecholds. Another question assessed willingness to buy sugar or fresh
vegetables from an infected shopkeeper/vendor if they knew that he/she had the AIDS virus.

Survey resuits indicate that almost 9 in 10 Ugandans would be willing to care for a relative who is sick
with AIDS in their own household (Table 6); far fewer women (59 percent) and men (72 percent) say they
would buy vegetables or sugar from a shopkeeper if they knew he or she is HIV positive.

Table 6

Accepling attitudes towards people who are HiV-infected, Uganda 2004-05

Percentage of respondents age 15-49 who have heard of AIDS and who: Women  Men
Would be willing 10 care for a relative sick with AIDS in own household 86.3 87.2
Would buy sugar or fresh vegetables from a shopkeeper or vendor who had the AIDS virus 594 7.8
Believes a female teacher who has the AIDS vinus but is not sick should be allowed to continue téaching 61.2 65.1
' a family member got infected with AIDS virus, would not necessarily want it to remain a secret 45.4 53.4
Expresses positive attitudes on alf four indicators 18.7 28.2
Number of respondents who have heard of AIDS 9801 7,939

About 6 in 10 Ugandans believe that a female teacher who has the AIDS virus but is not sick should be
allowed to continue teaching in the school. Just under half of women and just over half of men say that if

a member of their family got infected with the virus that causes AIDS, they would not necessarily want it
to remain a secret.

A composite indicator combines all four of these attitudes. As shown in the last row in Table 6, only 19
percent of women and 28 percent of men express positive attitudes on all four components of the
indicator. It is also interesting to note that for all indicators, women are less likely to express accepting
attitudes towards people with HIV/AIDS than men.

3.6 Sexunal Behaviour

Age at first sex

By far the major means of HIV transmission in Uganda is through sexual intercourse. One way to reduce
the spread of HIV infection is by encouraging young people to delay initiating sexual relations. Table 7
shows the age at which survey respondents reported they first had sex.
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Table 7
Age at first sexual intercourse, Uganda 2004-85

Percentage who had fiest sexual intercourse by exact age: Percentage

who never Median age
Current had Number of at forst
ag 15 18 20 22 25 nkercourse  individhels  interCOese
WOMEN
1519 122 na na m na 544 2,186 a
20-24 170 636 870 ] nk 6.5 1933 171
5-29 187 67.5 a4 952 9.0 1.1 1,764 167
30-34 na 68.6 83 9.1 %4 03 1457 166
1539 225 658 86.6 939 978 0.1 1,085 16.7
40-44 205 65.2 86.8 94.9 971 00 870 167
45-49 no 66.4 268 93.5 972 0.2 647 16.6
20-49 19.7 66.1 87.4 n na 2.0 7755 16.8
MEN
1519 163 na na na na 578 2070 a
20-24 108 45.0 ne na na 4.9 1,262 183
25-29 ns 44.9 698 84.7 94.4 28 1.2 183
30-34 19 45.6 r0.7 85.3 93.9 0.7 1,200 183
35-39 106 420 676 83.5 90.9 0.3 neé S5
4044 15 “.7 674 85.2 92.1 06 788 185
45-49 9.4 40.1 685 863 93.0 0.7 554 185
20-49 1.1 43.8 63.6 na na 4.1 5,940 184
na = Not apphcable

* Omiteed becaase less ¥an 50 peroent of respondents had had sex before the start of the age group.

The data show that over half of youth age 15-19 report that they have never had sexual intercourse. The
proportion of women age 15-19 who have never had sex shows a steady increase over time, from 38
percent in 1995 to 48 percent in 2000-0! and to 54 percent in 2004-05. The comesponding proportion of
men aged 15-19 who have not had sex varies from 52 percent in 1995 to 61 percent in 2000-01 to 58
percent in 2004-05. More detailed analysis of age at first sex will be undertaken in the final report.

Number of sexual partners

Since the most important mechanism of HIV transmission in Uganda is through unprotected sexwal
intercourse with an infected partner, women and men interviewed in the 2004-05 UHSBS were asked
questions about when they most recently had sex, the number of partners with whom they had had sex in
the 12 months preceding the survey, the type of relationship they had with these partners, and the nsmber
of sexual partness in their whole life.

The data show that 74 percent of women and 70 percent of men aged 15-49 report baving bad sex in the

12 months prior to the survey (Tabie 8). As expected, younger respondents of both sexes and women in
their 40s are less likely than those in other age groups to have had sex in the previous year.

Among those who were sexually active in the 12 months preceding the survey, only 4 percent of women
reported having had more than one sexual partner, compared with 29 percent of men. Sexmally active
young women aged 15-19 are more likely to report having multiple partners in the previous year, while
there is no consistent pattern in multiple partnerships among men by age group.

As for the mean number of lifetime sexual partners, wornen reported a mean of 2.2, compared % 6.7 for
men. As might be expected, the mean number of partners increases with age.
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Table 8
Multiple sex parinerships among women and men, Uganda 2004-05

Among those who had sex
Among all respordents 15-49 in the past 12 months Among those who ever had sex
Percentage who  Number of
Percentage who had 2+ parners respondents who Mean number of  Number of
had sex in the Nurrber of in the past hadsexinthe fifetime sexual respondents who
Age past 12 months  respondents 12 months past 12 months partners ever had sex
WOMEN
15-19 373 2,186 7.6 816 1.7 995
20-24 84.8 1,933 38 1,639 19 1,807
25-29 91.2 1,764 32 1,609 2.2 1,745
30-39 869 2,542 31 2,208 24 2,536
40-49 728 1,516 33 1,105 27 1,515
Total 74.2 9,941 3.8 7,376 2.2 8,599
MEN
1519 25.5 2,070 23 528 2.8 873
20-24 66.5 1,262 326 840 4.6 1,073
25-29 893 1,220 ) 29.2 1,089 55 1,186
30-39 935 2,116 e 1,980 75 - 2,105
40-49 888 1,342 26.9 1,192 106 1,333
Toml 70.3 8,010 29.3 5,628 6.7 : 6,571

Higher risk sex and condom use

Condom use is an important tool in the fight to curtail the spread of HIV/AIDS. Although truly effective
protection would require condom use at every sexual encounter, the most important sexual encounters to cover
are those considered to be ‘higher risk’. In the context of this survey, higher risk sex is defined as sex with a
non-marital, non-cohabiting partner in the 12 months preceding the survey. Table 9 shows for women and men
who were sexually active in the 12 months preceding the survey, the proportion who engaged in higher risk
sex and among those, the proportion who used a condom during sex with such partners.

The results show that, among respondents age 15-49 who were sexually active in the preceding 12
months, 15 percent of women and 37 percent of men engaged in sex with a non-marital, non-cohabiting
partner. Of them, 47 percent of women and 53 percent of men reported using condoms at the most recent
high-risk sex.

By the definition used here, all premarital sex is higher risk sex; consequently, the prevalence of higher
risk sex is higher among the youngest respondents and among those who have never married or who used
to be married. Among women, condom use at last higher risk sex is also highest among younger women,
while among men, it is highest among those in their 20s. Urban women and men are more likely than
rural respondents to engage in higher risk sex and also more likely to use condoms when having higher
risk sex. There is a tendency for the prevalence of higher risk sexual behaviour to increase with education;
however, the likelihood of having used a condom during the most recent higher risk sexual encounter also
increases steadily with education level for both sexes.
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Table 9
Highver risk sex 2md condiows use st last higher risk sex in the 12 moaths preceding the servey, Uginds 200485

Women Men
Among those who had Ammong those who had
Among those who bad sex higher risk sex in the Among those who had Iighver risk wex i the
in the past 12 months past 12 months sex in the past 12 mondle pest 12 montis

Percentage  Numberof Percentage  Numberof  Percontage  Numberof Percestage Numberof
engagingin womenwho whoused womenwho engigingin @ menwho whouwed men who had
higher risk hadsex  condomat had higher risk higherrisksex hadmex  condom st highey sk

Background sexinthepast inthepast lasthigher  sexinpast inthepagr  inthepast bmhigher sexinpam
charackeyistic 1Z2months 12 months risk sex I2months  12months 12 months  riskex 12 mosths
1519 454 Bé 55.6 n 923 528 505 87
20-24 16.2 1,639 491 266 630 840 594 529
25-29 10.2 1,609 517 164 347 1,009 591 s
30-39 10.2 2,206 26 226 242 1,980 52.2 478
40-49 93 1,105 ns 102 16.0 1,192 54 190
Mawikal stalus
Never mamed 93.2 586 55.4 546 98.3 1,025 560 1008
Crmendy marvied 3.0 6,119 480 103 183 4,168 524 761
Formesty married 59.5 671 343 399 67.4 435 468 93
Residence
Urtan 290 1,024 64.7 297 526 a06 737 424
Rl 131 6,353 403 832 340 4822 481 1538
Edwcalion
No education 6.2 1.851 266 15 193 551 6.4 107
Primary incomplese 13.6 3,474 36.7 a7 358 2,605 “4 932
Primary complete 173 807 428 138 313 864 a7 m
Secondary + 24 1,244 65.6 403 46.9 1,608 689 753
Touwl 1549 - . o 183 1376 462 1128 366 - 5628 534 2R
Toul 15-59 149 7,748 461 1,151 10 6,330 521 215

37 Family Planning

Information about use of contraceptive methods was collected from female respondents aged 15-49 by
asking them if they were cavently doing something or using any method o delay or avoid getting
pregnant. Table 10 shows the level and key differeatials in the custent use of contraception by method as
reported by currently mmmied women. Countraceptive methods are grouped into two types in the table,
periodic abstimence (thythm method), withdrawal, and other methods.

Slightly less than one in five currently married women (20 percent) are curvently using some method of
contraception. Modern methods of contraception are more commonly used (19 percent) than are tradi-
tional methods (1 percent). Of the modern methods, injectables are by far the most widely used (used by
10 percent of currently married women), followed by the pill (3 percemt) and lactational amenorrhoea (3

percent).
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Table 10
Curvent use of contraception among currently married women aped 1549, Uganda 2004-2005

Maodem method Traditional method
Fe- Per-
Any  male iodic Not
mod-  steri- Male Any ab- Cw- Number

Background Ay em s njet-  Im-  con- wadl  stin-  With- rently of
characteristic method method _tion  Pill  1UD  ables plans dom LAM' method ence drawal Other using Total women
15-19 124 121 00 25 00 52 00 09 35 0.3 02 00 0.2 876 1000 432
20-24 193 188 01 34 00 104 01 1.0 37 Q.5 0.2 01 02 807 1000 1,367
25-29 201 195 08 39 00 02 05 110 30 0.6 0.3 02 01 79.9 100.0 1,448
30-34 226 215 12 31 01 122 04 11 33 1.1 04 03 04 7741000 1159
35-39 21.7-°.199 28 28 04 WO 08 09 22 1.8 0.7 04 07 7831000 840
40-44 208 187 5.0 1.7 09 83 0.1 1.2 13 21 03 06 1.2 792 1000 671
4549 144 128 5.2 1.0 03 57 00 04 0O 1.6 0.4 08 04 856 1000 441
Residence :

Urban 413 397 17 105 11 198 1.1 35 19 1.7 08 05 04 58.7 1000 732
Rural 169 160 1.7 206 01 - 84 02 06 29 09 0.3 03 04 8311000 5,626
Region

Central 286 267 3.7 51 06 132 02 1.7 22 18 0.7 04 07 7141000 937
Karnpala 429 417 22 138 18 163 1.2 49 14 1.2 0.8 00 04 5711000 299
East Central 215 203 1.2 3.7 00 Me a4 13 20 1.2 on 0S5 05 7851000 990
Easterns 227 223 21 1.7 00 106 00 06 7.3 Q.5 0.2 00 03 7731000 615
Northeast 156 153 06 D.7 0.1 40 0O 0.2 986 0.3 0.1 00 0.2 844 1000 622
NaﬂhCemral 120 118 1.6 0.8 00 72 03 08 08 03 0.3 00 00 8801000 705
West Nile 8.3 78 03 06 0.0 46.. 02 06 14 0.5 0.2 0.0 03 917 100.0 607
Western 164 158 08 3.9 00 97 03 05 06 0.6 00 - 03 03 836 1000 780
Southwest 180 158 21 1.1 02 109 06 040 09 23 0.6 1.0 06 820 1000 803
Education

Noeducation 99 91 12 07 01 44 01 03 23 08 02 03 03 9011000 1,772
Pim.incomp.. 179 168 16 21 01 87 .02 06 35 11 03.. 03 05 8211000 3,055
Prim.complete 286 278 21 52 00 163 03 16 23 08 04 . 03 01 7141000 691
Secondary + 399 384 29 91 0% 196 12 331 14 14 08 02 04 6011000 840

Total 19.7 187 1.7 30 02 97 03 10 27 1.0 0.3 03 04 8031000 6,358

The data show a slight decline in contraceptive use from the level of 23 percent found in the 2000-01
Uganda Demographic and Health Survey (Uganda Bureau of Statistics and ORC Macro, 2001). The
decline is entirely due to a drop irn use of traditional methods (from 4 to 1 percent); use of modemn
methods has remained more or less constant at 18-19 percent. There has been a substantial increase in usc
of injectables (from 6 to almost 10 percent of married women), with a slight decline in reported use of
lactational amenorrhoea.

Contraceptive prevalence peaks among women in the 30-34 age-group and is lowest for women aged 15-
19 and 45-49. A higher percentage of urban women (41 percent) use contraceptives, compared with their
rural counterparts (17 percent). Married women in Kampala have the highest contraceptive prevalence
rate (43 percent), followed by those in Central region (29 percent).

Contraceptive prevalence increases dramatically with increasing level of education. The proportion of
married women using contraception rises from 1 in 10 women with no education to roughly 2 in 10
women with incomplete primary education to 3 in 10 women who completed primary and 4 in 10 who
have some secondary education.
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383  Ownership of Mosquito Nets

One of the strongest weapons in the fight against malaria is the use of mosquito nets while sleeping,
especially ones that have been tremed with insect-icide. Since the UHSBS was essentially focused on
issues related to HIV/AIDS, detailed questions about mosquito nets were not incladed.. However, the
Household Questionnaire included questions on whether the bousehold had any mos-quito nets and if so,

how many.

Table 11

Mosguile nst coverage, Uganda 2004-45

Residence/ Aleatone Morethanone  of nets per Nuwber of

Residence
Urban 599 337 1.2 1,302
Rural 204 8.7 0.4 8227

Region
Certral 245 133 0S5 1,790
Kampala 670 37 14 575
£ast Ceraral 234 9.4 04 1,395
Eastemn 188 6.1 03 995
Northeast 98 ns 08 9
North Central 172 1123 0S 955
West Nile 9.4 16.7 0.6 680
Wesem 181 63 0.3 1,132
Southwest 13.0 39 0.2 1277

Toual 58 2.1 05 9,529

One in four howseholkds has at least
One Mosquito net and 12 parcest
own more than one net (Table 11).
The mean number of sets per
household is 0.5.

Ownership of mosquito nets is
considerably higher in urben areas
than in rural areas. Similarly, net
ownership is by far the highest in
Kampala (67 percemt of
households), followed by
Northeast region (40 percemt).
Households in the mouatainous
and Jess malaris-prone aress like
the Southwest (13 percent).
Westermn (18 perocat) and Eastern
regions (19 percent) are less Likely
10 OWR 2 MOSQUIto net.

Mosquito net coverage has increased considerably. The propostion of households that have at least one
mosquito net has doubled from 13 percent in 2000-01 to 26 percent in 2004-035.
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4 RESULTS OF HIV TESTING

As mentioned in the introduction, the 2004-05 UHSBS included HIV testing. All women and men who
were eligible for individual interview were asked if they would consent to give a blood sample (see
Introduction for description of the testing). Initial findings related to the HIV test results for adults are
presented below. A more detailed analysis of the results will be included in the final report, along with
HIV prevalence data for children under five and results for syphilis and herpes testing.

Accurate estimation of HIV prevalence is necessary to assess the magnitude of the AIDS epidemic in
Uganda and track trends over time. As in most of sub-Saharan Africa, national HIV prevalence estimates
for Uganda have been derived primarily from sentinel surveillance in pregnant women. Currently, the
sentinel surveillance system consists of 25 sentinel sites in government and mission health facilities
selected to represent the different regions and rural and urban populations in the country. Annually,
pregnant women registering their first visit over a period of 10-12 weeks to the antenatal care clinic
(ANC) at the selected sentinel site are anonymously tested for HIV and the results analysed by the
Ministry of Health.

The ANC surveillance approach was designed to monitor magnitude and trends in defined populations.
As such, the data have a number of limitations when extended to project estimates to the general
population, principally related to the fact that pregnant women are not representative of the general adult
population as a whole. Most obvious in this regard is the fact that HIV prevalence levels typically differ
between men and women, and men are not represented in the ANC data. Moreover, pregnant women are
not representative of all women. HIV prevalence levels also vary with age, and women who attend
antenatal care clinics have a different age distribution from the female population at large. Finally, the
clinics selected for inclusion in the ANC surveillance may not draw from a representative pool of
pregnant women; often the clinics have an urban bias in their clientele. Periodic population-based surveys
will therefore help to calibrate the sentinel surveillance data and help to measure progress in achieving
national targets for HIV prevaience.

4.1  HIV Testing Coverage Rates

e HSBS v Wood sl o FIV 12
the S provi samples for __ ) o
testing (Table 12). Women were more likely to  o-Poree rates for HiV testing, (umweighted) Upnda 200405

give blood samples for testing than men (88 "efO‘e"taBe of respondents age 15-49 Both
percent versus 83 percent). who Women  Men sexes

Were tested : 883 825 856
The main reason for non-response for the HIV ~ Refusedtesing 5.8 5.9 5.9
testing was not having been interviewed for =~ Were not tested for technical reason -~ - _
whatever reason (8 percent of ecligible  ("osupplies etc) o7 07 0.7
respondents), followed by refusal to provide a  Were notinterviewed 51 109 7.8
blood sample (6 percent of eligible T0@ 1000 1000  100.0

jents). Not having been i iewed _Numberof ehgble respondents 10,561 9,033 19,594
accounts for a larger share of non-response than refusal to be tested among men, whereas for women,
refusal to be tested and not being interviewed contribute equally to non-response.

As shown in Appendix Table A, the percent tested for HIV is remarkably even across background
characteristics, lending confidence to the HIV prevalence rates derived from the survey (see next section).
The only exception is that urban residents and those who live in Kampala have lower rates of HIV testing
than other respondents. There is also a slightly lower coverage among those with secondary education.
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4.2 HIV Prevalence Rates

Table 13 presents the findings from the HIV testing. Seven percent of Ugandan adults aged 15-49 are

HIV prevalence is higher for women than yatie 13

men; overall, 8 percent of women have - - -

HIV, compared to 6 percent of men. For ;—:r women and men age 15-09 whe e HIV posiive, Ugnnda
both sexes, HIV infection levels are
highest among those in their 30s and 40s  Chasacieristic Women Men Both sewes
and are the lowest in the 15-19 year age

1519 32 12 22
group—3 percent among women and | 555, 73 34 58
percent of men. Prevalence among 2529 91 (] a2
women then rises steadily and peaks at 30-34 120 9.1 107

35-39 104 96 00
12 percent for women age 30-34. HIV 97 a3 '”

infection among men peaks at a slightly 4549 10.0 83 92

;

higher age. 35-39; it is also lower than  gesidence
among women at all ages. Urban 133 73 07
Rural 72 56 &S
Ugandan adults living in urban areas are 0" °
almost twice as likely to be infected With  yumpai 125 o o
HIV as those in rural areas. Infection  Fast Central 77 61 70
rates also vary in different regions of  famem 6.5 5 58
e . Northeast 45 37 a
Uganda. The lowest infection rate s |\ h cornnal 105 ol Py

found in the West Nile (less than 3 West Nile 31 20 16

i hi i Wesem 8.1 66 74

percent), while the m :t\:ls are in bt oe 24
regions (9 percent cach). There is no " ygon 66 a8 70
consistent pattern of HIV infection by  primary incomplee 8.1 5.2 &8
education level. Primary complete 103 73 a8
Secondary + 86 55 69

puuuplmgnﬂnellﬂmdofdn Total aged 15-59 79 a0 20

ANC sentinel surveillance is estimated at
6.2 percent. The 2005 estimates are due soon. The 2002 estimate is close to the prevalence of 7 percent
among both sexes from the survey.

The 2004-05 UHSBS data confirm that Uganda has a severe, genenalised HIV epidemic and provides
useful information on the distribution of HIV in the population. Forther snatyses in the final report of the
UHSBS will provide additional informstion on the links between behaviour, knowledge, and HIV
infection in Uganda.
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Appendix

Table A
Coverage of HIV testing among women and men age 1549 mweighted), Uganda 2004-05
Women Men Both sexes
Background Percent Number of Percent Number of Percent Number of
charqteristic tested wormen tested men - tested individuals
15-19 855 2,356 80.0 2,354 828 4,710
20-24 86.2 2,076 79.5 1,456 83.4 3,532
25-29 as.8 1,913 80.6 1,385 85.4 3,298
30-34 90.3 1,520 83.7 1,361 87.2 2,881
35-39 88.7 1,133 84.7 1,017 86.8 2,150
40-44 90.1 898 87.0 863 88.6 1,761
45-49 91.1 665 86.4 597 88.9 1,262
Residence
Urban 81.5 2,027 69.0 . 1,763 75.7 3,784
Rural 89.5 8,540 854 - 7,270 87.6 15,810
Region
Central 88.6 972 826 915 85.7 1,887
Kampala 772 1,241 64.9 1,087 715 2,328
East Central 93.8 1,203 89.1 952 9.7 2,155
Eastem 88.3 950 84.8 899 86.6 1,849
Northeast 90.7 1,297 §4.0 1,019 87.7 2,116
North Central 838 1,126 78.4 989 81.3 2,115
Northwest 204 1,560 86.1 1,275 883 2,835
Westem 913 1,093 874 971 89.5 2,064
Southwest 87.9 1,119 83.6 926 86.0 2,045
Education
Nc education 89.1 2,623 79.9 815 86.9 3,438
Primary incomplete 89.5 4,72 85.1 4,000 87.4 8,731
Primary complete 89.6 1,092 82.7 1,284 85.9 2,376
Secondary + 82.5 2,125 78.7 2,924 80.3 5,049
Total 1549 82.2 9,033 85.3 19,594
~Foul 1559 28 - 9%s5 ... 856 - NIV
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